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long abord de la loge antérieure de la jambe, qui peut être associé à d’autres
gestes chirurgicaux sur l’arrière pied sur les orteils.
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Le pied plat valgus est une déformation fréquente chez les patients présentant
une hypertonie d’origine neurologique centrale. Le retentissement fonctionnel
est longtemps bien toléré. Les plaintes des patients sont :
les douleurs d’appui interne sur la tête du talus, ou sous-malléolaires latérales
par pincement des tendons fibulaires ;
la sensation d’instabilité du pied à la phase d’appui, et ;
les déformations de l’avant-pied.
Nous présentons les différentes causes du pied plat valgus d’origine
neurologique : rétraction ou hypertonie du tendon calcanéen (tendon d’Achille)
avec bascule du bloc calcanéo-pédieux, hypertonie des muscles valgisants et
déficit du muscle tibial postérieur. Les différentes causes peuvent se cumuler et
aggravent alors la déformation. Le bilan clinique et radiologique précise :
l’étiologie ;
le retentissement au niveau de l’avant pied (surtout la déformation de l’hallux),
de l’articulation talo-crurale (recherche d’un éventuel diastasis tibio-fibulaire) ;
et l’impact proximal surtout sur l’articulation fémoro-tibiale.
Les solutions thérapeutiques concernent à la fois le traitement de la cause, mais
aussi celui de la déformation au niveau du médio-pied. Les solutions pour
corriger l’effondrement de l’arche médiale sont limitées :
orthétique par confection d’une semelle orthopédique ;
ou chirurgicale par repositionnement du bloc calcanéo-pédieux en réalisant une
arthrodèse du couple de torsion.
Il n’y a pas de transfert tendineux possible pour corriger cette déformation et
rééquilibrer l’avant pied. Nous présentons les modalités et un arbre de décision
thérapeutique.
La déformation en pied plat valgus a des causes bien identifiées, qui permettent
de proposer une prévention par une gestion précoce des hypertonies
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Restoration of the dorsal flexion of the foot provides good functional results in
neurologic equinovarus foot.
Dynamic varus depends on the imbalance between weak eversor muscles and
spastic inversor muscles, such as tibialis anterior and tibialis posterior, whose
respective roles are sometimes difficult to clinically appreciate.
Different surgical procedures can be used; they need beforehand a large enough
passive dorsal flexion, which can be restored by tendinous lengthening during
the same procedure, and absence of fixed varus or its correction by triple
arthrodesis.
After giving explanation to the patient about the interest of this kind of
functional surgery, the choice of the procedure depends on several factors:
availability of tendon for transfer, their functional status, quality of motor
control, potential spasticity of the transferred muscle which becomes useful
after the transfer, quality of bony and/or tendinous fixation and, in last,
surgeon’s experience!
Three transfers are usually performed:
– the tibialis anterior tendon can be transferred on the lateral cuneiform bone. It
is possible to split the tibialis anterior tendon and to fix the lateral half tendon
onto the cuboid or the fibularis brevis tendon;
– the tibialis posterior tendon can be transferred through the interosseous
membrane to the lateral cuneiform bone. This kind of transfer is rarely used in
central neurologic patient. Its efficacy is partial for the gait improvement;
– the fibularis brevis tendon can be cut proximally and sutured onto the tibialis
anterior tendon as proposed by Bardot.
As bone fixation is often not strong enough in osteoporotic patient with a
important risk of loosening, it is then better to use tendon-to-tendon suture.
A postoperative cast is needed during three to five weeks according to teams and
is followed by rehabilitation in center or at home
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Spasticity of the lateral compartment of leg is not well known: no reference in
PubMed with the following.
It is responsible for clonus of fibularis brevis and/or fibularis longus. The first
one works in the transverse plane, it is not always troublesome for the patient;
the second works in the sagittal plane, it can be confused with a triceps surae
clonus, even after tibial hyponeurotisation. Fibularis muscle hypertonia plays
also a role in valgus deformity in neurologic patients.
When troublesome, this spasticity can be treated by repetitive botulinum toxin
injections or superficial peroneal nerve hyponeurotisation.
The anatomical bases of this hyponeurotisation have been studied by dissection
of five formaline preserved legs. The most proximal branches to the fibularis
longus arose from the common peroneal nerve.
Operating technique is described: posterior lateral approach, detachment of
posterior head of fibularis longus or opening of its belly, to follow the superficial
peroneal nerve up to the fibularis brevis. A neurostimulator is mandatory to
correctly identify the branches of the common peroneal nerve to the fibularis
longus.
Early results are described apropos of four cases (2M, 2F, follow-up: 6–
28 months): disappearance of preoperative clonus in three patients, but
reappearance in one because of intense sprouting confirmed by giant action
potentials at electromyography, in a patient who also experienced recurrence of
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